Skin tears are a significant problem for patients and the nurses who treat them. Estimates of their prevalence differs around the world, but there is strong evidence to suggest that they occur more frequently than pressure ulcers. In the past few years there has been an increased focus and research into skin tears, and the International Skin Tear Advisory Panel has developed internationally recognised best practice recommendations in this important field for the global wound care community. This article will review the most current research and best practice recommendations for the prediction, prevention, assessment and treatment of skin tears.
S kin tears are a common, but largely unrecognised acute wound that if left untreated can become chronic, particularly if they occur on the lower limb (Baronski et al, 2011; Stephen-Haynes and Carville, 2011) . In individuals who are acutely ill or who have several chronic diseases, skin tears can become both chronic and complex and can result in misdiagnoses and mismanagement leading to complications such as pain, infection, delayed wound healing and increase costs to the healthcare system.
According to the International Skin Tear Advisory Panel (ISTAP) (LeBlanc et al, 2011:1) :
'A skin tear is a wound caused by shear, friction, and/ or blunt force resulting in separation of skin layers. A skin tear can be: partial-thickness (separation of the epidermis from the dermis) or full-thickness (separation of both the epidermis and dermis from underlying structures). ' There is now an increasing body of evidence to guide the prevention, assessment and treatment of skin tears. This has been led mainly by ISTAP, which was formed to raise international awareness of the prediction, assessment, prevention, and management of skin tears. ISTAP includes a broad range of health professionals representing: North America, South America, Europe (including the UK), Asia, the Middle East, Australia/New Zealand, and Africa (http://www.skintears.org/). The purpose of this article is to present the existing national and international literature relating to the prediction, prevention, assessment and management of skin tears, which can be used to by clinicians to inform clinical practice.
Prevalence of skin tears
The prevalence of skin tears prevalence in long-term care facilities has been identified at 10-54% (Everett and Powell, 1994; LeBlanc et al, 2013a; Carville and Smith, 2004; McErlean et al, 2004; Woo and LeBlanc, 2014) , and 4.5-19.5% in all age groups in the community (Carville and Smith, 2004; LeBlanc et al, 2008; Strazzieri-Pulido et al, 2015) . While in acute care prevalence ranges from 3.3-22% (Amaral et al, 2012;  Clinical Focus © 2018 MA Healthcare Ltd Strazzieri-Pulido et al, 2015) , and 30% in palliative care settings (Maida et al, 2012) . In the paediatric acute care setting, one study reported a skin tear prevalence of 17% (McLane et al, 2004) . A recent audit of in-patients in acute hospitals across Wales identified a prevalence of 2.57% (Clark et al, 2017) .
Predisposing risk factors
Skin tears are more prevalent with, but not limited to, the extremes of age, for example the physiological characteristics of neonatal/infant skin may affect the skin's ability to resist shear, friction and/or blunt force (LeBlanc et al, 2011) . Infant skin is not fully matured and remains at high risk of skin tears until 3 years of age. Furthermore, skin changes related to extremes of age and those who are critically or chronically ill put these patients at higher risk (LeBlanc et al, 2011) . Dry skin (xerosis) in combination with advancing age risk factors need to be addressed in any plan for preventing skin tears (All Wales Tissue Viability Forum, 2015).
Skin tear prevention
Prevention and/or reduction of the incidence of skin tears is possible, but it requires the involvement of both the individual patient and caregivers to increase the likelihood of success. ISTAP has developed a table as a quick reference guide for reducing the risk and preventing skin tears ( Table 2) . While a number of intrinsic factors contribute to an increased risk of skin tears (e.g. dry, thin, inelastic tissue; impaired cognition; agitation; impaired nutrition), there are also extrinsic factors ( Table 3 ) that can be managed to reduce the risk and prevent skin tears (StephenHaynes and Carville, 2011) . ISTAP has also developed a ISTAP Skin Tear Risk Assessment Pathway, which identifies those at risk and link the patients at risk to a prevention programme (Figure 1. ) Education of the patient and caregivers is important as is management of the environment to enhance patient safety (Stephen-Haynes and Carville, 2011).
Skin tear assessment
Reliable and accurate wound descriptions and documentation are essential components of any wound assessment (Stephen-Haynes and Carville, 2011). As part of the daily assessment of an individual, nurses should look for the presence of any lesions including skin tears. One resource that nurses can use is the Data Collection Tool developed by ISTAP, which is part of the Tool Kit (LeBlanc et al, 2013b) . This tool has seven components that need to be assessed for each skin tear.
In addition, the measurement of each skin tear, drainage amount and colour should be documented (Stephen-Haynes, 2013) . Each healthcare setting and agency needs to develop a protocol that all health professionals follow to ensure consistency in the assessment of skin tears. Assessment data can provide the healthcare provider a mechanism to communicate, improve continuity among disciplines and establish appropriate treatment modalities.
Skin tear management
Skins tears should be managed with the same principles as other wounds , using a systematic and holistic approach (Clothier, 2014) . The key areas include: ■ Primary prevention is considered the key to management of skin tears. Introduce and document a prevention plan to prevent further trauma. Educate the patient and circle of care in prevention and management of skin tears ■ Identify and treat the cause. Remove or minimise the cause of the skin tear (Le Blanc et al, 2011; Baranoski et al, 2011) . For example, if the cause is secondary results in pruritus (Carville et al, 2014) , which leads to itching due a decrease in skin moisture. This type of mechanical trauma can predispose the patient to skin tears (White et al, 1994) . Changes with ageing can also decrease sensation and lead to increased risk of mechanical trauma, this in combination with associated comorbidities may result in delayed wound healing (McGough-Csarny and Kopac, 1998) . Dermatoporosis is a term that has been developed to group the common skin changes that occur with advanced ageing (Kaya and Saurat, 2007; 2013) . These include ecchymosis, senile purpura, haematoma and stellate pseudoscars. In clinical practice it can be difficult to differentiate between these skin changes. LeBlanc et al (2013b) have identified modifiable and non-modifiable risk factors that can help to prevent the risk of skin tears ( Table 1) . These Control pain by offering analgesia (Beldon, 2008) . Acknowledge and address the patient and family beliefs, cultural and psychological variables while formulating a management plan (Le Blanc et al, 2011) . Minimise the negative influence of the skin tear on the individual and their care givers to improve activities of daily living and quality of life ■ Determine the healing potential of the skin tear.
When the skin tear occurs on the lower limb, it is essential to take a comprehensive clinical history and vascular assessment, such as using a Doppler ultrasound to obtain the ankle brachial pressure index, or viewing the wave form to rule out any significant peripheral vascular disease; before applying compression therapy to manage any peripheral oedema in either arms or legs (ErwinToth and Stenger, 2007) ■ Local wound care. Remove any existing dressing without damaging the peri-wound and interrupting the healing process. Control bleeding by applying pressure and elevating the limb if applicable. An initial dressing selection may be one that promotes clotting, such as a calcium alginate. Cleanse the wound with a non-cytotoxic solution, e.g. normal saline or potable water, irrigating the wound at a pressure less than 8psi to remove blood clots and debris from the skin flap (LeBlanc et al, 2008) . ISTAP also suggest that the principles of Wound Bed Preparation and TIME be used to guide wound assessment (Sibbald et al, 2011; Schultz et al, 2003) . These principles include:
Tissue/debridement Debride non-viable skin flaps. Realign the viable skin flap (the pedicle), approximating the wound edges, to the extent possible. Figures 2-7 show the procedure for cleansing the wound and re-approximating the flap edges using a moistened swab.
Skin tears are considered to be acute wounds that have the potential to be closed by primary intention . Sutures and staples are not recommended due to the fragility of elderly skin (Le Blanc et al, 2011) . Traditional adhesive strips are no longer advised due to their adhesive nature increasing risk of skin injury Stephen-Haynes and Callaghan, 2017) . Therefore, other methods of wound closure may need to be considered such as topical skin glue i.e. cyanoacrylates (Le Blanc et al, 2016) .
Infection
Skin tears do not generally need to be debrided. However, the wound bed needs to be thoroughly cleaned. Covert and overt infection should be managed with a topical antimicrobial and spreading and systemic infection with systemic and topical antimicrobials (International Wound Infection Institute, 2016) . Tetanus immunoglobulin should be administered if the patient has not been vaccinated with tetanus toxoid in the past 10 years, before debridement to prevent the potential release of exotoxin (Carden and Tintinalli, 2004 ).
Moisture
It is important to promote moist wound healing, ensuring moisture balance and preventing peri-wound skin maceration. The peri-wound should be protected with a skin barrier product.
Epidermal margins
Skin tears should typically follow acute wound healing trajectory of 7-14 days (Le Blanc et al, 2008) . If healing takes longer, re-evaluate. Refer to a wound care specialist when the skin tear is infected or extensive (Le Blanc et al, 2016) .
Dressing selection
Following a systematic review by ISTAP and a wider consultation of an international group of health professionals, recommendations were suggested for the selection of dressings (Appendix 1) (Le Blanc et al, 2016) . From the consensus process dressings such as films and hydrocolloids were not included in the recommendations due to their adhesive properties. Iodine dressings were also omitted due to their drying nature. Furthermore, honey dressings were left out due to the high risk of peri-wound maceration, although more recent evidence has suggested that leptospermum honey-based dressings have been reported to be effective without causing maceration (Johnston and Katzman, 2015) .
Reassessment of the skin tear should take place approximately every 3-7 days and careful consideration given to whether the dressing needs changing. If a patient has very fragile skin it is preferable to leave the dressing in place for up to 5 days to avoid further trauma to the skin flap (Stephen-Haynes, 2013) . Where a change of dressing is required, and to promote flap viability, the dressing should be removed in the direction of the pedicle, rather than against it.
Specifying the skin tear classification (Figure 8 ), size and shape and the direction for dressing removal on the dressing can be a useful visual means of conveying this information (Holloway and Le Blanc, 2017) .
Conclusion
Skin tears are largely unrecognised acute wounds, that can become chronic and complex if not assessed and treated. ISTAP recommend the use of guiding principles such as WBP and TIME to guide assessment and management. This article reviewed the prediction, prevention, assessment and management of skin tears. There are still gaps in the evidence with regards to the prevalence, incidence, population specific risk factors and prevention strategies for skin tears. Currently, treatment recommendations are largely based on expert opinion; therefore, more research is needed to identify how treatment options impact on the healing of skin tears. 
Key Points
■ Skin tears are a common, but largely unrecognised acute wound that if left untreated can become chronic and complex ■ Healthcare facilities should implement a skin tear prevention programme ■ Educate both healthcare providers and patients/families on the prevention and treatment of skin tears ■ Use the ISTAP website for the most up-to-date information on skin tears skintears.org
CPD reflective questions
■ What is the prevalence of skin tears in the palliative care setting? ■ Identify five modifiable risk factors for skin tears? ■ Define what a type 2 skin tear is? How would you deal with this in practice?
